In this article, the authors explore the risks pregnant women experience due to mental illness and intimate partner violence (IPV) and discuss the nursing role involved in the management of their care. For many women, pregnancy is a time of hopeful anticipation, yet for others, pregnancy reflects a new or an ongoing struggle with mental illness. The sequelae of untreated mental illness can be as severe as infanticide, maternal suicide, lack of maternal attachment, and inability to parent. Newborns whose mothers misuse alcohol and drugs are at risk of fetal alcohol spectrum disorders and neonatal addiction syndrome. Women who live with IPV risk their physical and mental well-being as well as the safety of their newborn. Implications for practice include the use of assessment tools early and during the treatment trajectory; otherwise, mental illness and IPV in pregnancy would go undetected/untreated. Identifying postpartum depression early is key toward providing timely care for both the mother and infant; yet, few obstetric practices use a depression assessment tool such as the Edinburgh Postnatal Depression Scale. During the initial intake assessment, the Edinburgh Postnatal Depression Scale can provide the means of early treatment through targeted assessment. Further implications include specialized services for substance-misusing pregnant women whose issues are different and separate from those of men, integration of services to address their multifaceted needs, and educating nurses to the reality of comorbidity as the norm rather than the rare occurrence, with a truly holistic approach that diminishes stigma.
Intimate partner violence
IPV is a significant problem worldwide 9 and is associated with harmful consequences for both mother and children. IPV may result in newborn outcomes, such as prematurity and low birth weight. 10 The US Department of Justice estimates that over a lifetime, 52% of women will experience IPV. 11 Researchers, however, disagree on the prevalence of IPV during pregnancy or if a woman is at increased risk for IPV during the time from conception to delivery. Gazmararian et al conducted a comprehensive literature review and concluded that the prevalence of IPV in pregnancy ranged from 1% to 20% depending on how IPV is assessed and the population is studied. 12 Population-based studies such as the US Centers for Disease Control and Prevention's Pregnant Risk Assessment Monitoring System, which includes tens of thousands of women from eleven states, suggested the prevalence of IPV during pregnancy to be 2.9%-5.7%. 13 However, the way IPV is assessed in population-based studies may lead to an underestimate of those affected. [14] [15] [16] [17] The prevalence of IPV during pregnancy may be much higher due to the reluctance of women to report about IPV, which is especially true during pregnancy. Interestingly, some researchers believe that violence during pregnancy may be a more common problem than conditions for which a pregnant woman is normally screened. 18 Pregnancy IPV has also been associated with many mental health factors. 19 Women who experience IPV during or outside of pregnancy were found to have a ninefold increase in risk for mood and anxiety disorders. 20 In addition, women who experience mental health problems during pregnancy are more likely to have an adverse newborn outcome. 21 Women who are victims of IPV often do not seek health care services. Pregnancy provides an opportunity for health care providers to address comorbidity or co-occurring illnesses such as IPV and depression. Depression is the most common mental health consequence of IPV. 22 Almost 40% of abused women report the symptoms of depression. 23 In addition, depression has been associated with both preterm birth and low birth weight. 24 Assessment and screening Screening for IPV during pregnancy is essential. Women should be assessed for IPV at every health care encounter and at each visit during pregnancy. 25, 26 Tools such as the seven-item Women Abuse Screening Tool are available for assessment. 27 The tool Women Abuse Screening Tool was specifically designed to be used in family practice settings to identify women experiencing physical and or emotional abuse by their intimate partner. This tool is comprehensive, but cut points have not been well validated. 28 The five-item Abuse Assessment Screen is commonly used as an IPV screening tool due to the ease of administration and established reliability and validity. 29 This tool is less accurate in identifying women who have experienced minor emotional and/or physical abuse and is most sensitive to major physical violence. The four-item HITS, an acronym for the four questions asking about hurt, insult, threatens, and screams, is a brief instrument used to assess IPV tendency. 30 The scale includes four questions about being hurt, insulted, threatened with harm, and screamed at by a partner in the past year.
Respondents are asked to answer each question using a 5-point scale from never 1) to frequently 5). The total HITS score can range from 4 to 20. The scale has been validated in the family practice setting in a study that compared 160 family practice patients whose abuse status was unknown with 99 self-identified victims of abuse. 30 Patients who have an English HITS score .10.5 or a Spanish HITS score .5.5 are identified as victims of domestic violence. 31 In addition, the US Centers for Disease Control and Prevention has developed a compendium of brief partner violence assessment tools recommended for use in health care settings. 32 There is insufficient evidence to recommend one IPV screening tool over another. 33 Feder et al, in a comprehensive review of dozens of studies conducted worldwide, concluded that the HITS screening tool, in addition to being the easiest for providers to remember, demonstrated the best predictive power, validity, and reliability. 28 A limitation of the tool is that it does not inquire about sexual abuse or ongoing violence. Therefore, it may be necessary to combine the HITS with another screening tool. Any of these tools could be effective in the prenatal setting to screen for IPV. Steps in screening and intervention for IPV are summarized in the acronym RADAR developed by the Massachusetts Medical Society 34 : Routinely screen every patient. Assume that every patient is at risk for IPV. Ask the patient directly, kindly and nonjudgmentally. Ask in private, explain confidentiality, and mandatory reporting in your state. Ask at each visit throughout the pregnancy. It may take time for the woman to reveal abuse and abuse can happen at different times during pregnancy. Document your findings in the health record if violence is identified and, if not, record no. Observe behavior of husband or partner.
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The nurse's role managing mental health problems in pregnancy Assess the patient's safety. Is she or her children in immediate danger? If so, action is needed. Review options and provide referrals. 35 
Serious mental illness
The Substance Abuse and Mental Health Services Administration defines SMI as "persons aged 18 or older who currently or at any time in the past year have had a diagnosable mental, behavioral, or emotional disorder of sufficient duration to meet diagnostic criteria …". 36 In a systematic review and meta-synthesis, Dolman et al investigated the qualitative research on the experiences of mothers with SMI and the experiences of health professionals who treat women with SMI. The meta-synthesis provided two overarching themes: experiences of motherhood and experiences of services. Four subthemes emerged: guilt, coping with dual identities, stigma, and the centrality of motherhood. Stigma was a repetitive theme as women struggled to identify themselves as potentially good mothers against the more prevalent societal views of mental illness. 37 In attempting to live up to societal expectations, women internalized stigma as self-stigma, thus viewing themselves as inadequate. 37 Guilt also revolved around women's fears that they may pass on their mental illness, whether genetically or environmentally.
Across several studies, in Dolman's meta-synthesis, a recurring theme was their sense of isolation and loneliness. Many women had few people to talk to and limited social outlets.
Simply talking to women with SMI has a therapeutic potential. The nursing role is primarily engaged in developing a trusting relationship that supports treatment, acknowledges the client's fears, and intervenes with the escalation of depression and psychotic symptoms, including suicide and homicide. Yet, nurses are often reticent to do this. In a crosssectional, exploratory study using focus groups, McConachie and Whitford discovered that nursing attitudes toward women with SMI ranged from passive to task oriented. 38 Psychiatric nurses were often hesitant to advocate for psychotropic drugs, demonstrated poor understanding of medication use during pregnancy and breastfeeding, and were "nervous about the legal and ethical implications of their practice". 38 Moreover, nurses voiced reluctance to discuss the consequences of untreated postpartum depression (PPD) and psychosis (maternal suicide and infanticide) while acknowledging their severity. 38 Increasingly, the picture of women with SMI is a picture of comorbidity. The symptoms of schizophrenia, anxiety, and depression are more likely to occur concurrently in women than in men; therefore, the need for screening and treatment is even greater. The choice of antipsychotics is also difficult when the risk to the newborn is weighed against the mental health of the individual. Currently, the clinical focus of maintaining pregnant women on antipsychotics is a mixed one. 5 McCauley-Elsom et al identified that some clinicians exclude antipsychotic therapy completely, a few others maintain their clients on antipsychotics, and still others introduce the older class of antipsychotics. 5 Some clinicians withhold antipsychotics at the start of the pregnancy and reintroduce them during the last trimester. 5 Currently, the literature shows no evidence of increased risk to the newborn with atypical antipsychotics. 39 However, there are data associating olanzapine with maternal weight gain and gestational diabetes. 40 Advanced practice nurses (nurse practitioners, midwives, and clinical nurse specialists) and their clients need to have a discussion that encompasses the severity of their mental illness with the risk to the newborn.
Assessment and screening
Women with SMI need to be assessed early. The symptoms of psychosis, particularly negative symptomatology, are not necessarily observable or easy to assess. The Positive and Negative Syndrome Scale (PANSS) 41 rates the severity of a range of psychotic and nonpsychotic symptoms using a semi-structured interview format. 41 Each of the 30 items is rated by the interviewer on a 7-point severity scale. Higher scores indicate greater severity. The PANSS consists of three subscales: positive symptoms, negative symptoms, and general symptoms. The total score is 30-210. 41 The PANSS is used extensively and demonstrates good interrater reliability. 41
Substance use and pregnancy
Substance use during pregnancy is a public health problem and challenge for health care professionals. According to the Substance Abuse and Mental Health Services Administration, the rate of current illicit drug use from the 2012-2013 National Survey on Drug Use and Health: Summary of National Findings was 14.6% among pregnant women aged [15] [16] [17] 8 .6% among pregnant women aged 18-25, and 3.2% among pregnant women aged 26-44. 42 From the combined SAMSHA 2012-2013 data, it is observed that alcohol use among pregnant women between the ages of 15 and 44 was an annual average of 9.4% self-reported current alcohol use. 42 Trends in drug use include methamphetamines, marijuana, cocaine, and opiates. Currently, opioid use in pregnancy is a growing health problem. 43, 44 Women who use heroin intravenously face additional complications that include overdosing, contracting sexually transmitted and other infectious diseases, and living in potentially lethal, explosive, and 4 Not only are these pregnant women at risk physically but also they are at risk mentally due to stress and anxiety. An additional risk for pregnant women who use opioids is the concomitant use of other drugs (polysubstance use), such as alcohol, benzodiazepines, amphetamines, and cocaine, which are potentially teratogenic. 4, 45 Pregnant women, with comorbid substance use disorders, also require a different intervention perspective. Hamilton and Campbell suggest an integrated model, which addresses the stigma of self-reported drug use, the specific drug, and the personality of the individual. 3 Of the models in the current use, a sequential model requires abstinence and recovery before working on a mental health issue, while a parallel model treats both diagnoses at the same time. The integrated model incorporates the work of several disciplines (nursing, psychology, addictionology, obstetrics, and medicine) to provide a more holistic and healing approach to recovery. 3 
Assessment and screening
In substance use, assessment tools include the Drug Abuse Screening Test (DAST-10), a ten-item modified version of the original DAST tool that assesses drug use with scores ranging from 0 to 10. 46 Scores of 1-2 are early indicators of problem use, and scores of 3 or higher denote moderate-to-severe use. The DAST-10 is internally consistent (alpha =0.86) and stable (interclass correlation coefficient =0.71). 46 Tolerance, Worried, Eye-Opener, Amnesia, and K/cut down on consumption is a five-item alcohol screening test specifically designed to screen pregnant women for alcohol misuse. 43 A critical barrier is the absence of programs that address the unique needs of impending motherhood and the physical/mental challenges of pregnancy. 47 According to Steverson and Rieckmann, "As of 2007, out of 13, 638 mental health and substance use facilities nationwide, 1,926 had programs specifically designed for pregnant and postpartum women. This number represents 14.1% of the total treatment facilities in existence at this time". 48 Core issues specific to women include addiction, cognitive, and behavioral deficits in the offspring, potentially losing custody of the infant once the baby is born, lack of child care, and lack of services. 47, 49, 50 These concerns are even more evident in rural areas. Jackson and Shannon explored the barriers experienced by 85 pregnant women seeking substance use treatment who resided in rural areas of Kentucky. Treatment barriers were measured with three qualitative questions in face-to-face interviews. Only 13% of the women identified affordability as a barrier. 51 However, 51% of the women identified acceptability as a major barrier, and 46% considered accessibility as a predominant barrier. 49 Accessibility barriers included personal responsibilities at work and home, lack of child care, and barriers that discouraged entry into treatment, such as long waiting lists.
Women considered acceptability as a barrier primarily in relation to stigma and labeling -the fear of being perceived by others as "inadequate or less than". 51
Postpartum depression
"I felt like a freak, like I was the only one in the world who couldn't cope with their baby". 52 This personal anecdote highlights the symptoms of depression that include lethargy, amotivation, disturbances in sleep and appetite, as well as feelings of hopelessness and persistent thoughts of suicide. 53 Prevalence rates indicate that 10%-20% of women are affected by PPD and 41% have a previous history of PPD. 54 According to the Diagnostic and Statistical Manual-5, "50% of postpartum major depressive episodes actually begin prior to delivery". 55 In fact, one of the strongest predictors of PPD is untreated depression antepartum or early in the pregnancy. [56] [57] [58] These are similar findings to those of Meadows-Oliver et al who discovered that the rate of depression in adolescent mothers (between 46% and 54%) was significantly higher than in the general adolescent population (7.5%). 59 Given that unplanned pregnancies occur at a higher rate in this population, as opposed to women in general, the need for education and depression screening for adolescents is critically important. 59 Women suffering from depression have difficulty coping with their newborns and providing nurturing gestures. Research shows that maternal depression is associated with insecure maternal attachments, parenting problems, and unresponsive caregiving. 56 Offspring of depressed mothers have a greater frequency of addiction and behavioral problems and often suffer from depression themselves. 54, 56 
Stigma and access
Stigma remains an issue for pregnant women with PPD, particularly when depression and pregnancy are at odds with the public media's perception of the happy mother. This dichotomy and the internal struggle to maintain this image often keep depressed mothers from seeking psychiatric help. In addition, pregnant women with SMI are concerned about concrete issues, such as loss of custody and child care, that threaten their ability to be mothers. 60 Stigma is an impediment to accessing care early on. Women with PPD rarely seek help, and when they do, it is under the guise of a physical ailment (ie, fatigue and lack of energy). When these women seek help, the baby and pregnancy Nursing: Research and Reviews 2016:6 submit your manuscript | www.dovepress.com
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The nurse's role managing mental health problems in pregnancy remain the focus of the health care professionals' concern and subsequent treatment. Their complaints are often associated with hormonal changes and not directly attributed to changes in mental health status. Therefore, the underlying mental health problem is often untreated. 61 The role of nurse practitioners and midwives is to move beyond the initial physical assessment, address comorbidity, and treat the client holistically.
Assessment and screening
Given the potentially serious outcomes of untreated depression (eg, infanticide, maternal suicide, and long-lasting effects on offspring), early and continuous assessment by the nurse is crucial. Screening allows health care professionals to identify the extent and seriousness of the disorder, develop timetables for intervention, and practice proactive care and treatment. Despite evidence suggesting women who experience depression earlier in their pregnancy are at risk for PPD, a few obstetric practices require administration of the Edinburgh Postnatal Depression Scale (EPDS; 1987) during their initial intake assessment. 2 In addition, while there are recommendations across the literature calling for the use of the EPDS upon initial assessment, there is little consistency in the health care field on its use. 62 The EPDS is a ten-item questionnaire used to assess PPD. 63 Total scores range from 0 to 30 with higher scores, above 13, indicating an assessment of major depression, while cutoff scores of 9 or 10 indicate a possible diagnosis of minor depression. 63 Numerous studies support the conclusion that there is adequate internal consistency/reliability of the scale (0.88) and sensitivity (0.86). 62, 64 In addition, the EPDS contains an anxiety subscale with three anxiety-specific questions that are effective in screening for anxiety disorders 65, 66 and changes in maternal anxiety states.
The significance of early depression as a tangible risk factor for PPD calls for the assessment of depression regardless of pregnancy state. Another assessment tool is the Beck Depression Inventory; although not specifically targeted toward pregnant women, it is considered the gold standard and most widely used tool to detect the severity of depression. 67 This instrument is a 21-item, multiple choice scale ranging from 1 (minimal) to 3 (severe). Scores between 30 and 63 indicate major-to-severe depression. Reliability has been determined within aggregates and across populations, with a correlation coefficient of 0.86. 67
Implications for practice Assessment
The nursing role in the care of pregnant women with mental illness requires an integrated approach in the form of assessment (early and continuous) and interventions that address the barriers of stigma, lack of access, and follow-up. In an integrated approach, intervention is epitomized by expanding the roles of health care professionals, particularly, in creating different means of support and follow-up that aligns with the individual client's needs. 2 
Assessment and screening
Ideally, the assessment for PPD should be ongoing throughout the pregnancy and postpartum period. Pregnant adolescents should be carefully assessed for depression and IPV. Nurses need to be on the forefront of educating colleagues and other health care professions to take PPD assessment seriously and include the EPDS for every obstetric visit. Perhaps as significant is the goal of educating obstetric nurses and midwives to make substance use and IPV assessment a part of the initial intake assessment and ongoing at other health care visits. Other assessment tools that assess for psychosis, anxiety disorders, and depression should be encouraged when mental illness is suspected. In most cases, comorbidity or co-occurring problems are the norm. 68 Assessing appropriately requires using therapeutic communication skills that are integral to nursing practice. If pregnant women are experiencing IPV or the diagnosis is depression, substance use or anxiety disorders, a sense of shame, stigma, and selfstigma preclude women from seeking care, asking the right questions and responding to nursing interventions. When these women need help, they may actually avoid seeking help. Concrete initiatives include educating nurses to the demeaning nature of stigma and modeling communication skills that engage with the client. A nonjudgmental approach by the nurse is paramount. For example, Hamilton and Campbell suggest a "curious and interested approach". 3
Assessment and iPv
Pregnancy provides a unique opportunity and an important window to identify patients experiencing violence and make appropriate referrals. Trust between the health care provider and patient is developed over time and is a key factor in a woman's decision to disclose information about IPV. Pregnancy may be a time for a woman to think of the future, which can be a motivator for change. Nurses can serve as important advocates for change in a woman's life offering information, compassion, and support. Nurses must be diligent in assessing for IPV, and although all women are at risk for becoming victims of IPV, some are at high risk. For example, single women, women of young maternal age/adolescents, woman with an unplanned pregnancy, women with Nursing: Research and Reviews 2016:6 submit your manuscript | www.dovepress.com
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Jarosinski and Fox mental illness and/or depression, alcohol or substance users, and women who lack social support are all at high risk. 9
Assessment and substance use disorder
The nurse's role in working with clients who misuse substances is to support recovery and prevent relapse, while maintaining maternal and fetal safety. The assessment primarily relies on self-reported use, which has its drawbacks. Implicit in this, the very action of admitting drug use can result in loss of custody of their unborn and other children and prosecution, thus, discouraging pregnant women with substance misuse issues from admitting their own use and seeking recovery options. 50 It is also relevant to view misuse of substances as related to self-medication of SMI, IPV, and depression. Psychiatric nurses, nurse practitioners, clinical nurse specialists, and nurse midwives need to incorporate in their practice teaching coping strategies, so that coping skills become part of the skill set of pregnant women who struggle with mental illness and IPV.
integration of services
Integration of services is key toward providing comprehensive care to pregnant women with mental illness. As noted by Maddocks et al, "social workers for children might not necessarily have that great an understanding of adult mental health and vice versa. There needs to be common ground". 69 Nurses need to advocate for the use of antepartum multidisciplinary facilities that provide care to substance-misusing women. Jackson and Shannon emphasize this stating, "Traditional treatment approaches, which are designed for men will not suffice". 51 The authors elaborate on these services that can include parenting skills, job training, prenatal care, and creating support systems. 51 Nguyen et al established the Childbirth and Mental Illness clinic in Western Australia; it comprises a midwife, general practitioner/obstetrician psychiatrist, and social worker, in a collaborative approach with the patient, families, and communities in providing prenatal care for at-risk women. 2 Planning included routine prenatal care, preparation for delivery, and evaluation of the client's support network. The authors discovered that an integrated clinic provided a specific direction to care that is person centered and supportive. Social support was an important positive mediating factor in dealing with the stressors of pregnancy, and an integrated model was one way of providing support. 70 This included support from family, significant others, and community resources.
Connelly et al investigated the effectiveness of a collaborative model in relation to routine care across several obstetric clinics in California serving a diverse group of low-income women. 44 The researchers identified a range of comorbid problems including depressive symptoms, IPV, and substance use. 44 In a largely Latina sample, they discovered that ∼20% screened positive for depressive symptoms and more than 30% reported psychosocial issues during the pregnancy period. Similar to the clinic established by Nguyen et al, 2 the range of support and targeted treatment provided an unexpected outcome-social support. 44 The available literature reveals that women at risk of SMI, pre-and post pregnancy, are not well served by the current system. Further research is indicated to determine the efficacy of different assessment tools and to allow for the recommendation of a standard approach for all or for a tailored approach to meet the needs of this specific population.
Nursing implications must include prenatal and postnatal testing and screening, increased emphasis on pregnancy, mental illness and IPV in education, and inclusion of psychiatric nurses, psychiatrists, and mental health social workers as part of the interdisciplinary team. A prevalent theme across the literature is the inability of nurses to respond to pregnant women with mental illness. Despite a focus on holistic care, nurses appear to have difficulty addressing the multifaceted needs of pregnant women with SMI.
Finally, supporting these women during their pregnancy and afterward is critical. 70 In the UK and other international countries, there is an expanding movement to provide sex-sensitive mental health services. 23 A Swedish study by Engvist et al identified education as the means to address anxiety exhibited by nurses and advanced practice clinicians who work with pregnant women and mothers with SMI. 71 All nurses can be there to provide support and education for women who already feel judged and isolated.
